Stroke continues to be a public health problem, and risk perceptions are key to understanding people's thoughts about stroke risk and their preventive health behaviors. This review identifies how the perceived risk of stroke has been measured and outcomes in terms of levels, predictors, accuracy, and intervention results. Sixteen studies were included. The perceived risk of stroke has primarily been assessed with single-item measures; no multi-item surveys were found. In general, people tend to perceive a low-moderate risk of stroke; the most common predictors of higher stroke risk perceptions were having risk factors for stroke (hypertension, diabetes) and a higher number of risk factors. However, inaccuracies were common; at least half of respondents underestimated/overestimated their risk. Few studies have examined whether interventions can improve the perceived risk of stroke. Strategies to improve stroke risk perceptions should be explored to determine whether accuracy can promote healthy lifestyles to reduce stroke risk.
Stroke, one of the leading causes of death and disability in the world, remains a largely preventable disease. Maintaining ideal cardiovascular health by living a healthy lifestyle and managing vascular risk factors can prevent most strokes (Kulshreshtha et al., 2013; Mozaffarian et al., 2016) . However, there continues to be a lack of awareness about personal stroke risk that may hinder risk reduction behaviors. Researchers have called for the development of theory-based interventions for the reduction of stroke through behavior change (Boden-Albala & Quarles, 2013) . Risk perception is a central focus of many health behavior theories including the Health Belief Model (Rosenstock, 1974) , Protection Motivation Theory (Rogers, 1975) , Extended Parallel Process Model (Witte, 1992) , and the Theory of Reasoned Action (Ajzen & Fishbein, 1980) . In general, these theories propose that higher risk perception is associated with the initiation of preventive health behaviors. Risk perception has been conceptually defined as an individual's belief about his or her chances of becoming ill (Hay et al., 2007) , people's perceptions about their susceptibility to various ailments and diseases (Rimal, 2001) , and the likelihood and severity of losses or negative outcomes (van der Plight, 1996) . How individuals perceive their stroke risk may influence their decision to engage in risk reduction behaviors to prevent a stroke or decisions to seek medical attention if they experience symptoms of a stroke.
Risk perception is often assessed to better understand people's thoughts about disease and their preventive health behaviors. However, risk perception is a highly complex concept, and the relationship between risk perception and behavior change can be inconsistent. Several factors may influence one's perception of risk and response to that risk including individual characteristics, perceptions of general health, knowledge of the illness or disease, risk factor status, family history of disease, perceived control, personal experience, and media exposure (Fiandt, Pullen, & Walker, 1999; Slovic, 2000) . Individual risk perceptions may vary based on current behaviors and behavioral intentions. Hay et al. (2007) argued that a bidirectional relationship exists between risk perception and behavior change over time, such that, individuals who engage in risky behaviors may perceive a higher risk and risk perception may influence individuals to make behavior changes, but once the protective behavior is adopted, perception of risk is likely to decrease. Therefore, ongoing evaluations of perceived risk and positive reinforcement are needed. Underestimations of perceived risk can hinder the decision-making process to act in response to the risk. Optimistic bias is a concept synthesized by Weinstein (1980) to explain this underestimation, the belief that one is less at risk of experiencing a negative health event than others. Last, poor study designs, inaccurate measurements, and conceptual problems also may explain the inconsistent or unexpected findings between risk perception and behavior change (Brewer, Weinstein, Cuite, & Herrington, 2004; van der Plight, 1996) . Understanding the role of risk perception in behavior change and how the perceived risk of stroke has been used can help nurse researchers and clinicians more effectively develop, implement, and evaluate strategies to prevent stroke. There are reviews on risk perception for cardiovascular disease (Hammond, Salamonson, Davidson, Everett, & Andrew, 2007; Imes & Lewis, 2014; Webster & Heeley, 2010) , but none were found on the perceived risk of stroke. Although stroke shares many of the same risk factors that contribute to heart disease, risk perceptions can vary by disease.
Purpose
To explore the perceived risk of stroke, we conducted a review of the literature to identify articles that described the measurement and outcomes of the perceived risk of stroke. Outcomes were defined as levels of perceived stroke risk, predictors of perceived stroke risk, accuracy of perceived stroke risk, and results of interventions to improve perceived stroke risk.
Method
A search of four databases CINAHL, MEDLINE, PsycINFO, and PubMed was conducted for articles published between August 1, 1996, and August 1, 2016. The dates were selected to span a 20-year period that included a seminal paper on cardiovascular risk perception by Samsa et al. in 1997 . The primary keywords used were "stroke" and "risk perception or perceived risk." Additional keywords, similar to risk perception (i.e., perceived susceptibility, perceived vulnerability), were also used with the word "stroke" in secondary searches.
Studies were eligible for inclusion if they (a) were published between August 1, 1996, and August 1, 2016, in peer-reviewed journals; (b) written in the English language; (c) used a quantitative design; (d) focused on primary prevention of stroke (i.e., <20% of the sample had a history of stroke); (e) described the measurement of perceived personal risk of stroke, and (f) described the levels of perceived risk of stroke. Studies with qualitative designs, dissertations, and articles that measured perceived risk of stroke under the umbrella of cardiovascular disease or in conjunction with heart disease or heart attack were excluded.
The majority of studies assessing the perceived risk of stroke were nonexperimental and descriptive; therefore, study selection and review were guided by Grimes and Schulz (2002) . Article selection and data extraction were undertaken by the first and third authors, and conflicts were resolved through discussions by all authors. A template was used to extract the data.
Results

Included Studies
The primary search resulted in 290 articles. A flowchart illustrating article selection is in Figure 1 . Following a removal of duplicates and articles based on titles and abstracts, 41 were retrieved for further assessment. Upon further assessment, 21 articles were excluded for the following reasons: ≥20% of the sample had a history of stroke (n = 4), perceived risk of stroke was not measured (n = 14) or was measured within cardiovascular disease (n = 2), and levels of perceived stroke risk (n = 1) not reported. No additional articles resulted from the secondary searches using perceived susceptibility and perceived vulnerability. Twenty articles were included in the review; however, four articles resulted from the same studies. Results from these articles are reported together for a total of 16 studies. Findings from the studies using the data extraction template are detailed in Table 2 .
Studies reviewed were published between 1999 and August of 2016. Nine studies were conducted in the United States, two in Germany, and one each in China, Greece, the Netherlands, Oman, and the United Kingdom. Sample sizes ranged from 66 to 2,362 participants. The samples included men and women in all studies except three, one targeted only men, and two targeted women. The majority of studies were either correlational (n = 7) or descriptive (n = 5), and four studies were experimental, two randomized controlled trials, and two, onegroup pre-post test designs. Nine studies did not include individuals with a history of stroke, and seven had a sample consisting of 6% to 18% of stroke survivors. There were 10 studies that targeted individuals at risk of stroke; the target population had a diagnosis of hypertension, diabetes, or atrial fibrillation, they had at least one risk factor for stroke, or identified as >45 years.
Measurement of Perceived Stroke Risk
Different modes (i.e., survey, phone interview) were used to collect data on the perceived risk of stroke, but all studies used a single-item measure (Table 1) . Most researchers (n = 13) used the word "risk" within their queries, while others used "chances" or "likelihood." Specific timepoints to the occurrence of stroke were used in five studies, and included over the next year, 10 years, 10 to 20 years, 20 years, and lifetime (i.e., absolute risk). Some researchers asked participants to estimate their risk of stroke based on their health status/disease (n = 2) or in comparison with other people their age and/or sex (n = 3; that is, comparative risk).
The most commonly used query responses were yes or no (Al Shafaee, Ganguly, & Al Asmi, 2006; Harwell et al., 2005; Marx, Nedelmann, Haertle, Dieterich, & Eicke, 2008; Yang et al., 2013) , ordinal word choices (Aycock & Clark, 2016; Fiandt et al., 1999; Kraywinkel, Heidrich, Heuschmann, Wagner, & Berger, 2007; Ntaios et al., 2015) , and Likert-type scales (Fournaise, Skov, Bladbjerg, & Leppin, 2015; Powers, Oddone, Grubber, Olsen, & Bosworth, 2008; Vaeth & Willett, 2011; Wang et al., 2009) . A visual analogue scale (0/1-100; Asimakopoulou, Skinner, Spimpolo, Marsh, & Fox, 2008; Frijling et al., 2004; Powers et al., 2011) and number scale (1-10; Dearborn & McCullough, 2009 ) also were used. In four studies (Al Shafaee et al., 2006; Harwell et al., 2005; Ntaios et al., 2015; Yang et al., 2013) , a response of unsure/do not know was included as a choice. no, small, high, do not know Ntaios et al. (2015) "How would you rate your likelihood of having a stroke as a result of high BP?" 1-10; 1 = not going to have a stroke and 10 = will definitely have a stroke Powers, Oddone, Grubber, Olsen, and Bosworth (2008) Asked to estimate 10-year risk of stroke.
1-100 scale; 1 = low and 100 = high Denotes second of two articles resulting from one study. 
Levels of Perceived Stroke Risk
Levels of perceived stroke risk were reported using descriptive statistics. Based on the yes or no responses, the percentage of individuals who responded yes to being at risk of stroke ranged from 7.2% to 39%. For the ordinal word choices, the percentage of participants indicating they were at risk of stroke, either moderate or high risk, ranged from 11% to 65%. For the scales, respondents tended to select the low to mid-point, indicating a low to moderate perceived risk of stroke. When unsure/do not know was included in the rating, it was selected by 5% to 32.8% of participants. Studies that focused on populations with known risk factors appeared to have similar estimates of perceived stroke risk compared with general community-based studies.
Predictors of Perceived Stroke Risk
Seven studies perfomed analyses to identify factors associated with levels of perceived stroke risk. The most commonly identified predictor of a higher perceived stroke risk was having known/established risk factors for stroke: hypertension (Fiandt et al., 1999; Harwell et al., 2005; Marx et al., 2008; Yang et al., 2013) , diabetes (Harwell et al., 2005; Kraywinkel et al., 2007) , heart disease (Harwell et al., 2005; Kraywinkel et al., 2007; Marx et al., 2008; Yang et al., 2013) , high cholesterol (Harwell et al., 2005; Yang et al., 2013) , and prior stroke (Harwell et al., 2005; Yang et al., 2013) . A higher number of risk factors (Harwell et al., 2005; Marx et al., 2010; Yang et al., 2013) , perception of poor general health (Fiandt et al., 1999; Frijling et al., 2004; Kraywinkel et al., 2007) , age 45 to 64 years (Frijling et al., 2004; Harwell et al., 2005; Yang et al., 2013) , and worry about stroke (Kraywinkel et al., 2007) or high blood pressure in relation to stroke (Powers et al., 2008 ) also were identified. However, in two studies, diabetes (Fiandt et al., 1999; Yang et al., 2013) and age (Fiandt et al., 1999; Kraywinkel et al., 2007) were not found to independently predict higher perceived stroke risk. Level of education (Harwell et al., 2005; Kraywinkel et al., 2007; Yang et al., 2013) , atrial fibrillation (Fiandt et al., 1999; Harwell et al., 2005) , and cigarette smoking (Fiandt et al., 1999; Yang et al., 2013 ) also were less likely to predict a higher perceived stroke risk. Studies examining gender differences had varying findings; one study indicated women perceived a higher stroke risk (Wang et al., 2009) , another found men perceived a higher stroke risk (Marx et al., 2010) , while no gender differences were found in three studies (Frijling et al., 2004; Harwell et al., 2005; Yang et al., 2013) . Only two studies examined the influence of family history of cardiovascular disease or stroke on the perceived risk of stroke and the findings differed (Aycock et al., 2015; Fiandt et al., 1999) . Only one study examined racial/ethnic differences finding no difference (Yang et al., 2013) in perceived stroke risk.
Accuracy of Perceived Stroke Risk
Accuracy of perceived stroke risk was assessed in 10 studies. Researchers compared the participants' perceptions of their perceived stroke risk with a measure of their actual stroke risk. In four studies, actual risk was based on the participant's number of personal risk factors for stroke. Two studies used the Framingham Stroke Risk Score, and the remaining studies used either the National Stroke Association's Stroke Risk Scorecard, the Behavioral Risk Factor Surveillance System Survey, the CHA2DS2-VASc algorithm, or the U.K. Prospective Diabetes Study Risk Engine. There were no significant associations between perceived and actual stroke risk in any studies. On average, about half of the respondents in the studies had inaccurate stroke risk perceptions. The inaccuracies tended to be underestimations of stroke risk (Aycock & Clark, 2016; Dearborn & McCullough, 2009; Fournaise et al., 2015; Harwell et al., 2005; Ntaios et al., 2015; Powers et al., 2011; Yang et al., 2013) ; however, in three studies (Asimakopoulou et al., 2008; Fiandt et al., 1999; Frijling et al., 2004) with samples having known stroke risk factors (e.g., diabetes), more participants overestimated than underestimated their risk.
Interventions to Improve Accuracy of Perceived Stroke Risk
Interventions to improve accuracy of perceived stroke risk were found in four studies. Powers et al. (2011) evaluated the impact of personalized coronary heart disease and stroke risk communication on knowledge, beliefs, and behavioral intentions among veterans with a diagnosis of hypertension. They found that perceived stroke risk declined over 3 months in both the personalized risk communication group and the standard risk factor education group, but no significant within-or between-group differences were observed. No between-group differences in patient behaviors (i.e., medication adherence, exercise, smoking cessation) were observed. Accuracy of perceived stroke risk was not fully described. Researchers concluded that the small sample size may not have been adequate to detect differences and that personal risk communication needs to be frequent and intensive to impact health behaviors. They noted that participants receiving the intervention reported significantly less decisional conflict over their preferred risk reduction method than the comparison group. Kraywinkel et al. (2007) provided individualized written feedback to participants about their stroke risk factors and used traffic light symbols to communicate risk levels: "green" if normal, "yellow" if elevated two-to fourfold, and "red" if elevated more than fourfold based on the Framingham Stroke Risk Scale. Three to 12 months following the feedback, only 27% of those who were informed about increased stroke risk perceived a high stroke risk. Researchers concluded that as participants were also provided with strategies to modify their risk, behavior changes and newly started medications may have contributed to a more optimistic self-perception of risks over time. In contrast, Marx et al. (2008) found a statistically significant increase in awareness of being at risk for stroke following a multimedia campaign to improve public stroke knowledge. The 3-month intervention included mass media, poster and flyer advertisements on stroke risk factors, and warning signs. Awareness of perceived stroke risk increased significantly from 32.7% at baseline to 41.9% (p < .01) following the intervention. Wang et al. (2012) also observed an increase in perceptions of stroke risk among participants receiving the Family Healthcare Program. Among participants who underestimated their familial risk of stroke at baseline, a higher percentage of participants receiving familial disease risk information and personalized prevention messages increased their risk perception for stroke compared with controls (11% vs. 8%; p < .05). Although risk perception changed, behavior changes or intentions to change behaviors to reduce risk were not evaluated.
Discussion
The perceived risk of stroke is a concept that has been examined internationally, with most studies conducted in the United States. Greater exploration of perceived stroke risk is needed, especially in low-to middle-income countries where stroke rates are the highest (Feigin et al., 2014) and among minorities disproportionately affected by stroke. Only four studies had adequate samples of African Americans/Blacks, one study focused on Asians, and no studies explored the perceptions of stroke risk among Hispanics/Latinos. Women are at higher risk of stroke than men, and the studies reviewed had adequate samples of women; however, among the studies where gender differences were examined (Frijling et al., 2004; Harwell et al., 2005; Kraywinkel et al., 2007; Marx et al., 2008; Wang et al., 2009; Yang et al., 2013) , findings were inconsistent. Although older age is associated with increased stroke risk, the best time to reduce cardiovascular and stroke risk is in early adulthood (Hayman, Helden, Chyun, & Braun, 2011; McGill, McMahan, & Gidding, 2008 ), yet few studies (Aycock & Clark, 2016) have targeted young adults to assess their perceived stroke risk. More research about perceived stroke risk is needed with younger adults and to examine gender differences.
In all the studies, a single item was used to measure the perceived risk of stroke. Although single-item measures are less time-consuming, minimize response burden, and can be administered in a variety of ways, a single item may not effectively portray how people think and feel about their risk of stroke. We did not identify any multi-item measures of the perceived risk of stroke. Sullivan, White, Young, and Scott (2010) developed the Cerebrovascular Attitudes and Beliefs Scale (CABS-R); however, it uses perceived susceptibility as one of three subscales on health beliefs related to diet and exercise behaviors for stroke prevention. Multi-item scales of risk of heart disease and HIV (Ammouri & Neuberger, 2008; Chan, 2014; Napper, Fisher, & Reynolds, 2012) examine multiple dimensions of risk perception, are not behavior specific, and have undergone preliminary psychometric analyses. Napper et al. (2012) suggested that more comprehensive measures of risk perception that address cognition and emotion may be more effective for assessing the accuracy of risk perceptions and whether risk perception predicts future behavior.
Other inconsistencies were noted in this review such as the use of alternate wording to assess risk, for example, "chances" or "likelihood." Whether individuals understand the meaning of risk is unclear. Defining risk, providing alternate word choices, and relating risk of stroke to other personal risk may provide clarification if needed. With the single-item measures, there were no detailed descriptions of reliability and validity testing. Rather, researchers (Asimakopoulou et al., 2008; Aycock & Clark, 2016; Fiandt et al., 1999; Kraywinkel et al., 2007; Ntaios et al., 2015; Powers et al., 2008; Wang et al., 2009; Yang et al., 2013) cited that the type of measure used was well established in the literature or had been used in previous studies; however, most of the single items had been adapted or had not been previously validated among the groups under study. The single-item queries varied, which makes it difficult to establish measurement validity and compare findings across studies.
Researchers have described effective strategies to communicate cardiovascular risk information (Waldron, van der Weijden, Ludt, Gallacher, & Elwyn, 2011) including scripts for assessing preferred communication methods (Christian, Mochari, & Mosca, 2005) and the best formats for conveying health risk (Lipkus, 2007) , but, to our knowledge, this is the first review to examine measurement strategies for assessing perceived stroke risk. Studies examining the psychometric properties of existing measures and individual preference for estimating risk are needed.
The response options for the perceived stroke risk queries also varied, further complicating the comparison of findings across studies. Some researchers acknowledged measurement as a limitation of their studies (Asimakopoulou et al., 2008; Fournaise et al., 2015; Frijling et al., 2004; Powers et al., 2008; Wang et al., 2009; Yang et al., 2013) . Frijling et al. (2004) found that one fourth of the patients did not provide estimates of stroke risk and suggested these patients did not understand the visual analogue scale. Fournaise et al. (2015) noted patients' difficulty with interpreting numerical scale points and problems with scales not including a "don't' know" option. Last, Yang et al. (2013) used yes/no responses and commented that this does not reflect the survey results and may have bias because participants were unable to express their level of risk.
Problems with measuring risk perceptions are not uncommon. Other researchers have discussed the inaccuracies of visual analogue scales and challenges individuals face with using numerical scales (Baghal, 2011; Waldron et al., 2011). Boden-Albala, Carman, Moran, Doyle, and Paik (2011) has examined perceived risk of stroke among stroke survivors and suggested that the manner in which responses are presented may alter the risk estimate, such that, when responses were presented in a qualitative manner, respondents tended to underestimate their risk, and when presented in a quantitative manner, they tended to overestimate their risk. This observation was also reflected in our review. Ferrer and Klein (2015) also discuss the influence of measurement choices, absolute risk versus comparative risk, on accuracy of risk perceptions.
Strategies for improving the accuracy of estimates when measuring risk perceptions also have been discussed. Asimakopoulou et al. (2008) recommended using not one but multiple formats to help people understand and better estimate their risk (e.g., a visual analogue scale with numeric and word labels), while Frijling et al. (2004) suggested using "pictorial representations of risk, comparisons of everyday risk (e.g. road crashes) or integers (a chance of 1 in 10)." In the risk perception literature on smoking, vague quantifier scales or qualitative response options (e.g., not at all, little, somewhat, and very risky) were easier for respondents to use and were better predictors of smoking behaviors than numeric scales (Baghal, 2011; Slovic, 1998) . Using a measure that combines wording to facilitate respondents' understanding of risk and numbers to allow for comparisons of perceived versus actual risk may provide more accurate and valid representations of risk.
In deciding on response options, researchers also must consider whether to include "don't know" or "unsure" as a choice. Few studies included these as response options, but for those that did (Al Shafaee et al., 2006; Harwell et al., 2005; Ntaios et al., 2015; Yang et al., 2013) , up to one third of participants selected the option. "Don't know" responses are typically used so that respondents do not feel forced to answer a question and to limit guessing to avoid inaccuracies (Checkmarket.com, 2016) . However, Beatty, Hermann, Puskar, and Kerwin (1998) suggests that a "don't know" response may be selected to avoid having to think about the answer or it could mean "I don't want to know," as a way of denying reality. Whether respondents "don't know" or provide an inaccurate estimate of their stroke risk, stroke education is needed to increase stroke awareness and correct discrepancies in perceived stroke risk.
Having established risk factors for stroke and a higher number of these risk factors were the most common predictors of higher perceived stroke risk. This is not surprising, as risk factors typically help to shape people's perceptions of risk. However, researchers reported that not all individuals with known risk factors for stroke or multiple risk factors for stroke considered themselves to be at higher risk (see Table 2 ; Harwell et al., 2005; Ntaios et al., 2015; Yang et al., 2013) .
Some explanations for these discrepancies include a lack of awareness or insufficient knowledge about the seriousness of stroke risk factors. Furthermore, when individuals are provided with information about their risk, they may not understand the information provided or forget what they were told (Fournaise et al., 2015) . Another explanation is that individuals who are being treated for their comorbidities or have risk factors that are under control or those who are engaging or planning to engage in healthy behaviors may perceive a lower risk or no risk of stroke (Frijling et al., 2004; Kraywinkel et al., 2007; Wang et al., 2009; Yang et al., 2013) . For example, Fournaise et al. (2015) argued that high-risk patients with atrial fibrillation who underestimated their risk of stroke may believe that having less and/or nonmajor additional risk factors and receiving adequate anticoagulant treatment lowered their risk. Brewer et al. (2004) suggested questions assessing perceived risk need to specify a behavioral context for individuals to factor in treatments or anticipated changes in behavior to their risk estimates. For example, "If you don't change any stroke-related health behaviors, what is your risk of having a stroke in the next 10 years?" Last, individuals may not want to claim their stroke risk out of fear of stigma (Yang et al., 2013) or fear that the event will actually occur (Aycock & Clark, 2016) . These findings underscore the need for ongoing public education on the risk factors for stroke, health screenings to identify or monitor stroke risk, and effective stroke risk communication strategies.
In general, individuals perceived a low to moderate risk of stroke. We believe that whether individuals' perceptions of stroke risk were accurate is more important. Overall, people tend to have inaccurate perceptions of their risk of stroke, either underestimations (optimistic bias) or overestimations (pessimistic bias). While theories propose that individuals who underestimate their risk are less likely to comply with prevention behaviors, researchers have found that overestimating one's risk can be as harmful. Individuals who overestimate their risk may experience fear and anxiety over the threat of illness/disease and may result in people ignoring risk information (Brown, 2001 ) and being less motivated to engage in healthy self-care behaviors (Asimakopoulou et al., 2008) . Individuals who worry about stroke or have a fatalistic belief about stroke tend to overestimate their risk (Boden-Albala et al., 2011) . When patients are given accurate risk information, their mood (Asimakopoulou et al., 2008) and anxiety (Koelewijn-van Loon et al., 2010) can improve. However, Powers et al. (2008) suggest that in high-risk patients, anxiety may be an unavoidable component of promoting accurate risk perceptions. Strategies should be in place to help these individuals best manage their risk factors and the emotions related to their disease risk.
Findings from the four intervention studies suggest that an individual's perceived risk of stroke can be changed and discussions about risk can facilitate decision making for risk reduction. For risk communication and risk management to be successful, there should be a two-way process (Slovic, 2000) . Nurse clinicians and researchers should start with assessing perceived stroke risk to better understand peoples' thoughts and knowledge about stroke risk and communicate the accuracy of their risk perception. Individuals' inaccuracies of stroke risk may result from the measurements used, as well as the ongoing lack of awareness of stroke and significance of stroke risk factors. Regardless, it is important to resolve differences between perceived and actual stroke risk by continuing to educate the public about stroke.
To our knowledge, this is the first critical review of the literature evaluating risk perceptions for primary stroke prevention, which is a strength. Selection bias is possible because non-English-language studies and unpublished studies were excluded. Sample sizes in some studies were small. The quality of studies varied, and not all information of interest was available in the study reports. Measurement limitations were a focus of the review and were discussed throughout the paper.
In Samsa et al.'s (1997) seminal paper examining perceived stroke risk among patients at increased risk, patients who were counseled by a physician about their risk for cardiovascular disease had a more accurate perception of their risk than those who did not receive counseling. Recommendations for how health care providers should employ risk perception includes assessing risk on a regular basis, measuring risk with consideration of the limitations addressed in this article, asking the basis for the perception, discussing perceived versus actual risk and determining whether patients are interested and feel capable of modifying or managing their actual risk, and providing patients with resources and support to facilitate risk reduction behaviors. Further research is needed to identify the most appropriate, reliable, and valid measures of perceived stroke risk and to determine whether theory-based interventions designed to increase accuracy of perceived stroke risk influence healthy lifestyle choices for stroke risk reduction.
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